recently published an undergraduate oral surgery syllabus 3 that addresses Patel et al. ' s concern. The syllabus outlines a need for competence in surgical extractions and it exemplifi es the type of procedure graduates should be able to perform. The syllabus and the education group's input to the DentEd III project have infl uenced the recently updated 'Profi le and Competencies for the European Dentist' 4 which also stipulates the need for competence in surgical extractions. In addition to the syllabus the ABAOMS national education group has just completed a national survey of all 2009 dental graduands. Part of this survey examines respondents' perceived level of competence in the various stages comprising a surgical extraction. The data collected are currently being analysed and will be published in the near future.
It is important to ensure that our graduating dental students are competent in oral surgical skills; however, it is equally important to understand what 'competent' means. One of the more concise defi nitions is, '…when [an individual is] capable of functioning independently with a degree of contingency solving in realistic practice'. 5 Competence is, however, a dynamic, fl uctuating journey and the time to expert status has been estimated at ten years. 6 This is not ten years of undergraduate experience, which forms only part of the journey but is probably proportionally represented within these ten years. Postgraduate experience where the trainer:trainee ratio is 1:1 will form a large part of these ten years and is therefore vital in building towards and developing expertise.
In the limited time scale of the undergraduate course it is diffi cult to imagine that students will become experts in any clinical skill. Dental schools are probably attempting to raise the unconsciously incompetent to the status of conscious competent (Fig. 1 ), or to put it another way the 'safe beginner'. Exposing students, in a controlled manner, to experiences that enable them to make reasoned judgements as to whether or not they can undertake treatment should be our fi rst aim.
The fi rst fi ve years 7 -the third, interim edition fronted with an apposite illustration of a lighthouse in the fog 8 is possible to achieve and assess competence in exodontia and minor oral surgical skills. [9] [10] [11] We are, however, on the basis of a recent survey, only one of six schools in the UK to summatively assess forceps exodontia, and one of four schools to summatively assess surgical extractions.
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In our oral surgery clinical assessments we are not expecting students to demonstrate expertise. We expect them to demonstrate the knowledge, and the ability, to perform the stages of the procedure profi ciently and safely, solving contingencies that arise within reason. For instance a root displaced into the antrum is a well-recognised complication of simple extraction but newly graduated or even some experienced practitioners might prefer to refer this to a specialist unit.
The results presented by Patel et al. are interesting and have allowed discussion of some important points but the Send your letters to the Editor, British Dental Journal, 64 Wimpole Street, London W1G 8YS Email bdj@bda.org Priority will be given to letters less than 500 words long. Authors must sign the letter, which may be edited for reasons of space. 
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Letters to the Editor
OIL HYGIENE
Sir, I read the letter to the editor on oil therapy (BDJ 2009; 207: 193) and I would like to add some more information. Oil pulling or oil swishing is an old Ayurvedic method which was popularised by Dr F. Karach in the 1990s in Russia. In this therapy sunfl ower, sesame or another cold pressed refi ned oil is preferred because commercial oils are extracted with strong petroleum based solvents and heated to 450°F. Such heat changes the excellent monounsaturated (oleic acid) fats to trans fats which are harmful to the body but there are no molecules of solvent and trans fatty acids present in cold pressed sesame oil.
Sesame (Sesamum indicum L., Pedaliaceae) is a very old cultivated crop thought to have originated in Africa and the oil contains three lignans -sesamin, sesamolin and sesaminol -that increase both the hepatic mitochondrial and the peroxisomal fatty acid oxidation rate. Sesame seed consumption appears to increase plasma gamma-tocopherol and vitamin E activity which is believed to prevent cancer and heart disease. 1 Sesamin inhibits the absorption of cholesterol as well as its production in the liver, reduces lipogenesis and exhibits an anti-hypertensive action.
Oil pulling therapy is found to be very effective even in maintaining oral health for various reasons. Sesame oil is a vegetable fat and when it is acted upon by the salivary alkali, like bicarbonates, the soap making process (saponifi cation) is initiated. Soaps are good cleansing agents because they are effective emulsifying agents. Emulsifi cation is the process by which insoluble fats like sesame oil can be broken down into minute droplets and dispersed in water enhancing the surface area of oil and thereby increasing its cleansing action. The viscosity of oil also helps in the prevention of bacterial adhesion and co-aggregation. 2 
FLAWED CONCLUSION
Sir, we have noted the letter by Y. Zanganah (BDJ 2009; 207: 96) and consider that his conclusion concerning the importance of radiographs is fl awed.
He states that radiographs in general practice are part of a clinical examination, however, they should not be taken routinely. There must be a clinical justification for every radiographic exposure. 1 A complaint of 'discomfort in the region of the lower left wisdom tooth' is probably not best investigated with an orthopantomograph (DPT) but rather with an intra-oral image or a DPT with fi eld limitation. 2 If a dentist plans to refer a patient for specialist advice and/or treatment it may be correct not to expose radiographs. However, if radiographs have already been taken it is essential to forward them to the specialist. 
FIGHTING FOR FREEDOM
Sir, thank you for your bold editorial Whatever happened to trust? (BDJ 2009; 207: 93). I agree with your observation about the Government's obsession with legislation and control, euphemistically known as regulation. Haven't we been here before? Doesn't socialism always end up with totalitarian control? There are also similarities with fascism.
The library of economics and liberty has this article in the Concise Encyclopedia of Economics, from which I quote:
'Under fascism, the state, through offi cial cartels, controlled all aspects of manufacturing, commerce, fi nance, and agriculture. Planning boards set product lines, production levels, prices, wages, working conditions, and the size of fi rms. Licensing was ubiquitous; no economic activity could be undertaken without government permission. Levels of consumption were dictated by the state, and "excess" incomes had to be surrendered as taxes or "loans".' From Fascism by Sheldon Richman.
I think a change of government may help, and trust would certainly help, but judging by the international nature of this problem, we may all end up fi ghting for our freedom again.
A Today, there is much concern worldwide with dental professionals being able to deliver long-lasting and predictable restorations to a large population in a cost-effective manner. Cast gold onlays have historically proven to be an excellent restoration which can be viewed as a preferred option to full-coverage restorations -onlays are more conservative and, hence, preserve more natural tooth structure.
The added advantages of 'direct -wax' cast gold onlays of decreased laboratory expenses and decreased operator time make it a technique which has the possibility of providing effi cient, high quality dentistry to many individuals. , among others, have described the 'terrible condition' of oral health among people living in care homes, and pointed out that oral hygiene is often insuffi cient among the residents. However, the consequences of neglected oral care have not been thoroughly disseminated among dental, medical and nursing professionals. Therefore, the hitherto published research evidence that indicates a strong relationship between insuffi cient oral hygiene and healthcareassociated pneumonia (nosocomial pneumonia) among nursing home residents and hospitalised elderly is briefl y summarised below.
In a systematic review in 2006, it was concluded that there is strong evidence that improved oral hygiene and frequent professional oral care reduces the progression or occurrence of respiratory tract diseases among highrisk elderly living in nursing homes and intensive care units (relative risk reduction 34-83 %). 1 In another, recent, systematic review, it was concluded that there is strong evidence that mechanical oral hygiene leads to about 9-11% absolute risk reduction for mortality from pneumonia, and to a clinically obvious preventive effect on healthcare-associated pneumonia among nursing home residents and hospitalised elderly, with about 7% absolute risk reduction. 2 Translated to numbers needed to treat, approximately one out of ten cases of death from pneumonia among these individuals could be prevented by improving their oral hygiene. 2 The oral hygiene measures studied were: weekly conducted professional oral hygiene, or tooth brushing after every meal, alone, or in combination with daily 1% povidone iodine scrubbing of pharynx. [3] [4] [5] A plausible mechanism for the infection pathway in healthcare-associated pneumonia is silent aspiration of respiratory pathogens from the oral cavity and oropharynx into the lung. In light of the available evidence, the importance of oral care cannot be overlooked. Individual oral care needs to be integrated in the care-chain of hospitalised or nursing home resident elderly. This is not only a matter of saving lives but can also lead to a considerable net gain in care costs; money which then can be used to save other lives. 
